S
urgery is a form of art which has transformed over the last six centuries from an individual's craftsmanship to a team-based approach to ensure patient safety. 1 Surgical training has also seen a compelling change from being a primarily apprenticebased training to a competency-based model. 2, 3 Although the traditional model of apprenticebased training is still valid in modern surgical training, there has been a gradual shift over the last two decades towards achieving specific competencies in an objective manner to deliver safe surgical care. 2, 3 There are several reasons for this change. A reduction in working hours in the UK and Europe, as dictated by the European Working Time Directive (EWTD), has reduced the total training time between qualification and becoming a consultant (specialist) from 30 000 hours to 6000 hours. 4 This five-fold reduction in hours has not only reduced the amount of surgical exposure gained by the resident during training, but has also resulted in significant variability in the orthopaedic caseload for the trainee. [5] [6] [7] [8] In parallel with this, the introduction of consultant-delivered care in an effort to improve patient outcomes may have an indirect effect on surgical training by reducing the number of cases a resident performs as primary surgeon. 9 A final driving force for the shift in curriculum is the continued evolution of technically demanding surgery with steep learning curves, such as arthroscopy, which is now increasingly performed in orthopaedic practice due to several technical advances. [10] [11] [12] 
OrthOpaedic curriculum
The current orthopaedic curriculum in the UK is based around three core themes: applied clinical knowledge, applied clinical skills and professional and management skills. 13 Competencybased training encompasses several work-based assessments, of which procedure-based assessment (PBA) is one. PBAs provide the opportunity for a detailed assessment of one's knowledge and ability to perform a procedure in 14 different domains. 14 Trainees are recommended to undertake several PBAs during their training programme, to provide objective evidence of improvement or otherwise in a specific procedure. PBAs are also a useful tool for the assessment of the trainee's progression in performing a specific procedure through their orthopaedic training, to the level needed to confidently undertake the procedure and handle complications if necessary. 14 Current literature suggests that this structured, competency-based training offers acceleration in achieving competency and a greater ability to detect and assist a struggling trainee. 15, 16 The use of simulation in training procedural skills is recognised by the surgical curriculum and can provide feedback to trainees on both technical and non-technical skills. 17 This has also been shown to translate across to improved performance in the real-life situation.
SimulatiOn and cadaveric training in OrthOpaedic Surgery
As part of this evolution in orthopaedic training, [18] [19] [20] [21] [22] [23] [24] [25] Studies showing that these skills are transferable to the operating room are fewer in number, but provide encouraging results nonetheless. [25] [26] [27] A theoretical benefit of simulation training is that patient safety is not compromised during training, and indeed a recent survey of 159 patients showed that not one of them would feel happy if the operating surgeon had not trained previously on a simulator, with 94% considering simulation compulsory in surgical training. 28 Cadaveric simulation provides a 'real feel' of surgery so that a skill or procedure can be learned as realistically as possible. Furthermore, a recent study by Chambers et al showed a substantial increase in surgeon confidence following the completion of a cadaveric simulation course for arthroplasty. 29 Cadaveric training can also be used along with simulator training, to enhance trainees' education and improve their performance in a specific and complex surgical procedure or task.
The learning curve for each procedure varies and there is some evidence to support minimum numbers to improve learning curves for specific procedures. Price et al reported that one needs to perform around 170 knee arthroscopies to achieve the proficiency levels of a consultant. 30 Hoppe et al showed that one needs to perform at least 30 hip arthroscopies before one sees a reduction in operative time and complications. 11 Furthermore, Konan, Rhee and Haddad reviewed a single-surgeon series of 100 hip arthroscopies and also found that a minimum of 30 cases were necessary to improve surgical performance and decrease complications. 12 The duration of orthopaedic higher specialist training in the UK is six years, and a trainee usually spends between six and 18 months on the rotation learning hip arthroplasty surgery. 13 On the other hand, arthroscopic surgery of the hip is an extremely specialist field with very few 
